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Whe Need for Partnership 


There is growing recognition that partnership between Governments and Non-Governmental 
organizations Is an inescapable necessity for the attainment of Health for All by the year 2000. 
it is plso felt that the time is opportune for intensifying such partnership, based on mutual 
uncerstanding identification of appropriate roles, complimentarity of actions, mutual leaming by 
doing and full fledged cooperation. The World Health Organization is promoting, fostering and 
strengthening such partnership. 
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INTRODUCTORY 

Sunrce. the formulation of the National Health Policy 
document in 1983, Kerala voluntary health service organised 
two exclusive full day sessionsat Trivandrum (1983) and 
Kottayam (1986). The first session made a review of the 
contributions of voluntary agencies in the wake of the new 
policy and assertained the locus-standi of charitable 
health care institutions in Kerala interms of the promoting 
health. Second session focused on the specific role of 


voluntary agencies towards achieving Health for All. 


After a thorough stock talking a self enlightening amoung 

voluntary agencies the present follow-up session organised 

jointly by VHAI and Kerala VHS listed the following 

OBJECTIVES. 

i To assess the coverage and impact of priority 
programmes enlisted in the National Health policy 
document. 

2: To identify future challenges and priorities in the 
field of health care in Kerala. 

3. To identify issues and problems predominant in the 
health field and steps for an operational 
collaboration between Non-government organisations and 


Government. 


PARTICIPANTS 


Top health service functionaries in the otat 6: District 
Medical Officer’s, Government Departments like Kerala Water 
Authority, Socio Economic Units, Functionaries from the 
Social Welfare department, ICDs, Education department, 
Medical Colleges, Social work Institutions, Nursing 
Schools, Rural and Urban voluntary agencies, Hospitals, 


Schools, teachers, and treaditional parctitioners 


constituted the House. 


INAUGURAL SESSION 

Preliminary to the theme session the workshop was formally 
opened by Sri. Alok Mukhopadyay, Executive Director of 
VERE Sri. FR. Rajagopal, Kerala VHS President who 
presided over the session made his observations on the 
health scenario. The Participants introduced themselves’ to 
the house. 

i ori. Jose Varghese, Executive Officer commented on 
the concerns and efforts behind the attempt and highlighted 
the pioneering role of VHAI and Kerala VHS. He gave a 
broad out-line of the objectives and strategy of the 
workshop. 

St « Eliza Kupposhackel, Secretary, Kerala VHS formally 
welcomed the honoured guests and invitees and introduced 
them to the house. 

Sri. P.R. Rajagopal, President-Kerala VHS in his address he 
reiterated that in the implementation of National Health 
programmes envisaged in the National Health Foiacy, the 
voluntary non-governmental agencies perceive an equal 


collaborative role as that of the government. 


Inspite of the vast infrastructure of the governmental 


health services Several voluntary institutions and 
programmes are in the forefront of primary health care 
programmes, exclusive examples of the Kangasha programme 


Was cited. 


Lt is the matter of understanding the meaning of 
cooperation between Non-government , and Governmental 
Agencies. Both should have a broader give and take 
approach. 


Though Kerala example is internationally projected there is 


no reason to believe that our health status is 
Satisfactory. The High ranges, the fisherman folk. tribal 
populetion in the Waynad are in a poor state of health. In 


a state advanced in literacy, the rural ped Wedee should 
have more access to healthy living. Prevention of diseases 
and rehabilitation of the physically affected need more 
attention. Majority of the rural people who are reluctant 


to visit hospitals should also get preventive information. 


Indegeneous systems of medicines should have to be 
propogated to a greater extend, High technology 
interventions make health care economically unviable. 


Orientation for this should begin in the Schools. 


Areas in Kerala where the health problems still prevail 


have to be properly identified and action strategies should 


have to be developed locally involving various 
organisations, voluntary agencies and people’s groups. 
Similarly urban problems of environment, polution, nuclear 


radiation, unhealthy lifestyles etc need to be tackled 


effectively. 
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The pilgrim centres in Kerala like Sabarimala, where nearly 
10 crores of devotees conglomerate every year, and such 
other centres need very extensive and participative 
promotional health strategies. To. make. -sSuch efforts 
PRUs t £1. - the Government should extend Willingness to 


accommodate NGOs agencies who can help. 


The statistical base need to be improvised and an authentic 
data base should be made available for Ssystamatic health 


planning & research. 


OPENING PRESENTATION 

Seog Oe Alok Mukhopadyaya, Executive Director, VHAI formally 
opend the deliberations in the absence of the Hon'ble 
Minister for Health. Sri. Mukhopadyaya shared major 
concerns of health in the wake of finalising the 8th Five 


Year plan. 


The infrastructure for health development available in the 
country though better than that of the People’s Republic of 
Chaina or several other countries, only Kerala and Goa have 
achieved the targets set for achieving HFA, by 2000. In 
states like Bihar, Madhyapradesh and U.P the health 
indicators are still pathetically low. Wherever there has 
not been indegenious resource mobilisation, no social 
reforms, low living status, literacy is not taken care of, 
the health status remain low. This indicates that health is 


interrelated to many of these variables. So, for the 45% of 


the Indian population below povertyline, HFA by 2000remains 


a distant dream. 


Advanced states like Manipur and North east are facing 
unanticipated problems like AIDS. States like Kerala should 
also develop Strategies for tackling problems of unhealthy 
lifestyles, irrational use of drugs, respiratory infections 


etc. The lagging areas in Kerala also need more attention. 


Area of indegenous medicine, home remidies etc should have 


to be integrated into the values of the society. 


In a country where 62% of the health care needs of the 
people are met by private and voluntary sector, only “s242 


of the GNP is used for health. 


The service of private and voluntary agencies should get 
more encouragement, recognition and support. Need for 
providing information to the masses will be greater than 
anytime before, both Governmental and Voluntary agencies 


should accept these challenges. 


Government should make private sector more accountable and 
Et is good to have guidelines’ for private health 
institutions. Stock-taking from time to time, finding out 
areas of collaboration, strengthening each other, improving 
relations and concrete suggestions for improving and 
feedback are essentially needed. 

REPORT OF NATIONAL HEALTH POLICY 


Theme Presentation 


STATUS OF HEALTH WITH SPECIAL REFERENCE TO THE SUCCESS AND 
FAILURES OF EFFORTS IN THE PREVENTIVE AND PROMOTIVE ASPECTS 
Bowe eee UE PEER ee EE eee 


Pr eneAwin CARE . 


Dr. K. Kesavan, Director of Health Services in his opening 
remarks stated that if the health status of kerala is 


measured in terms of birth rate, death rate of infants and 


mothers and expectation of life at birth, it is far ahead 


° : 
f other states in India and the highest in the country. 


See. Particularly females being highly literate have 


been demanding and enjoying comparatively better health 


eos Clean health habits and personal determination have 


helped people. Government offers a sound spread-over health 
infrastructure for Providing curative and primary health 
care services to the lowest-socio-economic strata & remote 
rural areas. The contributions of the private . sector in 
developing health care services though confined to curative 
Services in urban areas have been very Significant in 
raising the health care services to the lowest-socio- 
economic strata & remote rural areas. The contributions of 
the private sector in developing health care services 
though confined to curative services in urban areas have 


been very significant in raising the health status of the 


state enabling the state to play a lead role. 


The mnet-work of hospitals is evenly distributed and _ the 
physical environment is conducive for promotion of health. 
Still certain pockets can be identified as lagging in 


preventive & promotive aspects of primary health care. 


All the national health programmes, for eradication or 
control of diseases are being implemented most effectively 
like national programme of control of blindness and 


National T.B. control programme etc. have been expanded. 


Under National Filaria control programme, the transmission 


potential in endemic areas have brought down to 1.62% from 


9.47% during the last 2 decades. 
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There is no : 
urban Malaria Problem in Kerala. Based on the 


treatment. There are 1866 beds in 3 Government Leprosy 


fe) i : ; ; 
Peewee sand (571 beds in institutions run by voluntary 


agencies. 


An AIDS surveillance centre has been established in the 
state in 1986. Under the mental health programme there are 


300 psychiatrists & 3000 beds are available. 


A welfare society has been formed for the prevention of 


disability and rehabilitation of locomotor disabled. 


School Health Programme is implemented through primary 
health centres, district & taluk hospitals. 

Extensive Nutrition surveys have indicated prevalence of 
malnutrition among pre-school children, pregnant and 
lactating women of the lower economic group. Special 


dietary intake and nutritional status survey of different 


segments of population are conducted apart from the 
nutritional awareness programmes and educational 
programmes. 


a 
UIP for all children below 16 years and the cent percent 


coverage of pregnant women with TT, universal prophylaxis 
against nutritional anamia and blindness among women & 
children and better management of ORT programmes have 


enabled the state to reduce IMR to the lowest in India. 


DR. ~P. SUDARSANAN, DIRECTOR OF HEALTH SERVICES (IPP & FW) 


Supplemented the information on positive strides in the 


field of family welfare programmes. 
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Crude birth rate 


<a Ie 1922.9 
Crude death rate 10.9 6.3 
IMR 94 28 
Couple Protection rate 40 58 
Life expectancy 55 66.5 


Se a SS Se een! se’ em eee wee Sn oe 
Se ee ee ee oe oe ow ae 


Since” =the introduction of innovative approaches Lies 7 a 


consistency in achieving 90% of the targets set for family 


welfare programmes has been maintained. 


Voluntary agencies have also helped in implementing 
population control programmes and grants are channelised to 
them. Follow-up committees are formed Gistrict &® taluk 


levels. 


He identified the major tasks under UIP as expansion of 
vaccine coverage of all eligible population, strenghthening 
of cold chain, procurement of essential equipments, 


development of a sound surveilance system for all vaccine - 


preventable diseases etc. 


Operational research & training of ample paramedical staff, 


improving management of diarrhoeal diseases giving home 


available flinds are also vital. 


Lain LOW-MORTALITY - HIGH MORBIDITY SYNDROME 
Bes teks Soman, Professor of Nutrition, Medical College, 


Thiruvanthapuram reemphasised that there is a low-mortality 


- high morbidity syndrome in Kerala as evident from the 


Oo ey 
data Available: O| {SA 
COMMUNITY HEALTH CELB 
326, V Main, I Block 
Kc ’ “Qelg 


Ben 1e-560034 - 
lndia 
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Government of India and other international agencies had 


only Over-estimated the quality of health of the people of 


Kerala, looking entirely at the mortality profile and life 


expectancy. 


NoORsoatrty has. “been conquered to a certain extend with 


Simple medical interventional technology. 


Lowering the number of low birth weight babies is one of 
the major contributing factors to Low’ IMR. Increased 


resistance to diseases has also improved survival 


prospects. 


Percentage of low birth weights (below 2.5 kg.) have been 


reduced from 32% in 1962 to 10% in 1986. 


Similarly haemoglobin level has increased in pregnant 


women, lowering crude death rate to 6.3. 


Prevailing morbidity rates have established in 1983 by 
Prof. P.G.K. Panickar and Dr. Soman through several 
studies, analysing the diseases reported, and births and 


deaths registered. 


In Kerala, an objective health data base is needed for 
purposeful health planning. For this what is needed is more 
commitment rather than new technological inputs. A mere 


target oriented approach would not help this. 


There has been a steady decline in the referal diarrhoe 
cases in the past few years. Proportionately there has not 
been any sharp decline in communicable diseases, water, 


environment and life style related diseases. 
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Respi i i 
Piratory diseases are Still at the top and is the second 


largest Single cause for mortality. 


Diptheria »% Polio have shown a decline. But whooping cough 


and measles are still the sources of morbidity. 


Educating people on life Style related diseases due to 
individual and collective behaviour need amplification. 
Health professionals Should be the motivators of people and 
team leaders of health and the professionals should be able 


to practice the art of modern medicine. 


These will help Pere ing anew health culture. Our priority 
is no further expansions but increasing quality of health 
care by bridging cultural gaps and ensuring better working 
together of Government, non-government functionaries. In a 
Specific study conducted at the urban slums of 
Thiruvanthapuram district showed that 40% children were 
affected with respiratory problems. ( a study closely 


followed up with weekly visits and recording). 


‘ 


There are more evidences for prevalence of morbidity. 
Though mortality has been reduced morbidity below 5 years 
bt ea ap hie Adult morbidity has also shown a- sharp 
increase particularly due to certain life styles. 
Proportion of ischaemic heart diseases shown a sharp 


- increase. So is crebro vascularl accidents and cancers. 


Suicides and road accidents have also shown dramatic 


increase from 4% in 1985 to 13.5% in 1989. More youngsters 


admitted in hospitals with coronary and cerebro - vascular 


diseases. 
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Pr i iti 
evalence of Viral hepatities, typhoid etc. are still on 


the higher Side.Health care can no more be treated as a 


monopoly of state health services department. Private and 


voluntary agencies and other non-governmental Organisations 
have a complementary role and. ats should interact 


dynamicaly and the health service department should take 


the role of team leaders. 


ae HEALTH PROMOTION THROUGH COMMUNITY PARTICIPATION 
bee SS. Joseph 


Community participation in the real sense is helping 
communities to solve their own problems in their own way. 
The passive user is at the other end of the spectrum. The 
quality of participation varies from “Cooption’ where the 
members of the community are coopted to become less than 
any enlightened participation or 

“Cooperation’ is sought to get some cheap labour to do some 
trouble shooting or a mere ‘Annexation’ of whatever work 


done as part of the prevailing health care system. 


Government has shown typical examples of their cooperation 
with NGO’s in the areas of family welfare programmes’ and 


immunisation. 


NHP 1983 points out clearly: The wholesale adoption of 
health manpower, and the hospital based curative approach 


has ‘resulted in community dependance, weakening the 


capacity of people to solve problems.’ 


There is a cultural gap between the providers of health 


care services and the users. Thus prevents individuals and 


Families trom establishing a desired degree of self- 


reliance. 
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Organisation of Primary health care should not be confined 


with the tasks of Setting up of rural intrastructure. Lt 
Bee ee Part Gf PEC. While. PHC required 10% of the 


total plan allocation What is available now is Only. 3%: 


Therefore the approach should involve 
po: Establishing adequate delivery structure 


Bx Empathy and imaginative management 


The real Participation envisaged in interms of making 
decisions regarding augumentation of resources, to the 
implementation with a closely watched monitoring and 
evaluation of programme impact and social control. To be 
effective, the PHC system should be able to create demand 
to use the facilities offered and the people should gain 


competence to accept their service. 


These are the real challenges for operationalising 
cooperation & involvement of community Knowledge of safety, 
‘strengthening resources, quality & potency of drugs, well 
managed programmes binding urban semi-urban & rural 
population, to invest on work places and residential houses 
(Ribbon phenomena), proportionate allocation for different 
age groups transforming vertical programmes for integration 
to PHC - educating community workers and equipping them 


with multi-professional skills. 


oe MANAGEMENT OF PRIMARY HEALTHCARE SERVICES 
“Mr. Oommen Philip, Asst. Professor of IMG raised several 


suggestions on the management of primary health services. 
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BOtsthe improvement and effectiveness of the primary health 


care services certain vital components ear marked are 
foe Y  thvOlvement and participation - innovative ideas 


are to be consciously experimented for eliciting community 


leadership and coordination. 


Inter-sectoral coordination combined with proper man-power 
development and helping the economic development of people. 


Developing and mobilizing resources within the community. 


Deploying appropriate technology for cost effectiveness. 
Training and development of health workers, continuous 
education for them, on sustaining their motivation are very 


essential. 


District level planning with health services authorities, 
professionals including traditional healers and agencies 
working with people is a necessity to ensure careful 


involvement. 


. 


Improving quality of medical education with substantiating 


research to reinforce primary health care. 


For positive management of primary health care services the 


overall tasks summarised are 


Ba Community based organisational goals which are 


practical 


bs Constant innovations interms of improving methodology 
ats Goal oriented, motivated, turned on people 

4. Tight financial control and fine costing 

oe Community leadership 


6 Continuous collaboration with the community. 


ar. REHABILITATION SERVICES ut 
UN SERVICES 


Dr. S. Hariharan, Head, Dept. of Physical Medicine, Medical 


College, Thiruvananthapuram explained the rehabilitation of 


disabled incorporated in the wider frame work of primary 


health care. 


Rehabilitation of disabled is now Widely being treated as 


part of primary health care services. Exsisting 
rehabilitation approaches are institutional or out-reach 
services with preventive and promotive rehabilitation. But 
certain types of diseases and disabilities caused are 
beyond medical. technology. So it necessitates family or 
community based intervention. Rough estimates show that 10% 
of the “population are disabled and are hoped to be 
rehabilitated. In the emerging approach of Community Based 
Rehabilitation (CBR) disabled persons have an active 
participation in family and community life and it improves 
Guality of life, ensures more acceptance, and makes 


hecessary changes, in the environment. 


GROUP DISCUSSIONS 


A Post-Lunch group discussion was arranged with the 


following objectives 


2 Issues, problems and operational collaboration between 
government and non-government agencies. 
Bis To identify future challenges and priorities in the 


field of health care in Kerala. 


mo kJ. Mathew, Professor & Head, Dept. of Community 
Medicine, Medical College, Kottayam and Dr. B. Ekbal 


(Kerala Sasthra Sahithya Parishad) Neuro-Surgeon, Medical 


ay . 
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Co : 
llege, Calicut moderated the discussions. To make the 


discu i ; ee 
SSions crisp and confining to the point guidelines 


were given. 
Accordingly several Participants used the time to raise 


relevant issues. The post lunch discussions were of 2 hours 


duration. 


ISSUES PROBLEMS AND OPERATIONAL COLLABORATION BETWEEN 
GOVERNMENT AND NON-GOVERNMENTAL AGENCIES. 


a ee Concept of wellness 


Wider meaning of the term “Health’ involves physical, 
mental, social and spiritual aspects and interlinking 
education, Sanitation, housing, employment, communication 


etc are essential. Health care delivery is only a part of a 
wellness programme and the wholistic approach of health 
focussing man as a product of his environment is to be kept 
in mind while policies are formulated and action plans are 
drawn. Health care institutions can play a pivotal role in 


equiping people to reinforce the concept and initiate 


positive steps to help them. 


All Agencies, departments, hospitals, peoples (students, 
youth and women’s) organisations have an equal role in 


building up confidence in the community to take care of 


their own health. 


Several issues directly or indirectly considered as 


obstacles or limitations for upbringing a new health 


culture were soptted by the participants. Also several 
areas where positive strides could be made with the joint 
efforts of Government, non-governmental and service 


organisations were identified. 
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oh Inputs of voluntar sector Is 


Be Majority Voluntary institutions are providing only 


curative services - mostly - urban and femi-urban based. 


Preventive and promotive Services offered by a number of 
voluntary agencies (non-inatitutional)” are “confined. te 


limited areas and are neither projected well or recognised 


by governmental authorities and agencies (apathetic) 


ee Gudtur al gap 


Government health services department with well-knit infra- 
structure takes health delivery as its monolopy. Emphasis 
is still on curative facilities, infra-structure expansion. 
Resources for primary health services are limited and 
mostly the functioning is target oriented. The users find 
Ss embarassing and have limited confidence in the 
efficiency. The cultural gap between health providers’ and 


users is wide. 


Ax Domination of modern systems & high technology 


Fairly good number of educated population of the state is 
being driven to use modern allopathic prescriptions for 
anything and everything and advised to seek high profile 
medical technologies for diagnosis. Meanwhile, traditional 
Indian systems and home remedies are ignored to a greater 
extend. Impending medical consumerism alerts average people 


to go for bast available technology-perhaps mystified. 


< Lacking Authentic data base 


Dependable and reliable data on the incidence/reduction in 


diseases is still not available with the health services. 


There is absolutely no authentic data on the number of 


private, voluntary and individually run medical facilities 
’ 


avai 
ailable, bed strength professionals working or the 


quantum of cases admitted every year/month. 


Available data, mostly are incomplete and misleading. 


PREPEEOré = it/-becomes extremely difficult to predict the 


“medical interventions needed for the future or to asess the 
current needs. Surveys/studies conducted by other non- 


governmental agencies and peoples organisations show a 


variation in statistics quite often. 


6. Real Health Needs & Felt Needs 

Whenever a community gets organised they demand for 
extension/strengthening of facilities in a primary health 
centre/sub centre and then to increase their intake 
capacity (OP beds). But they conveniently ignore the real 
needs-the preventive and promotive aspects like 
education/immunisation, low-cost nutritional intakes etc. 


as a result the real purpose of PHC’s is shelved or 


limited. 


Y Differentiating private and voluntary agencies 


There has no differentiation or recognition for 
institutions and programmes run on a charitable basis with 
no-profit motives and their extension programmes. On the 
contarary, private sector en-block is treated as money 


minting organisations-demotivating really committed people 


working in the voluntary sector. 


8. Social stigma of rural people 


Average people think that diseases control is beyond their 


capabilities and they in-turn depend doctors and their 


expensive medication as the only remedy for being healthy. 


A Lacking/accountability 


ne ji i i 
nNstitutions and programme in the non-governmental 


s 
ector of health care have no definite reporting pattern of 


the i , 
medical cases and non-medical services offered and 


government has _ no coordinating mechanism/systems to  in- 
Corporate all sections of health services and to prepare 


data at the local Level. 


Pe... Duplication of programmes 


Mother and child health, school based services, feeding 
programmes are duplicated at various levels. Improving 
these services involving voluntary health workers is to be 


considered. 


na. Financial assistance - struggles 


Government usually provides financial support for family 
welfare programmes and vaccines for UIP programmes. For 
Maintenance, propoganda Health Education etc, no assistance 
is made available. Also, the beaurocratic negligence keeps 


things at bay when joint programmes are initiated. 


2. Working Machinery for Linking up NGO’s and GO’s 


There is no set-up to discuss and share information on the 
¥ 

health status of the people, problems they face, or 

priority health issues interms of necessity and if at all 


such a forum is created at the state level, people with 


actual exposure and experience of people’s health problems 


and field agencies are not involved. 
Orne zs LH P-NO 
COMMUNITY HEALTH CELL 
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13. Partnershi : 
Se eership or cooption ae 


Famil ; ; 
y Welfare and immunisation are the two areas where 


governme ; 
nt has extended cooperation is terms of finances 


and materials to a certain limit. This could not not be a 


co i : : 
nsidered as cooperation in the real sense but was an act 


of ‘“cooption’ or ‘annexation’ of the services with that of 


the governmental services. The agencies are not taken into 


contidence and moreover their involvement is viewed 


sceptically. 


14. Professional Dominance 
Professional Organisations of doctors and unions of 
employees have been given much importance while the 


Management organisations or coordinating organisations are 


not often called for a round table. 


+5 Continuing education 


In the present context in India opportunities are minimal 
for medical professionals and paramedics to update 
themselves with the latest available information, self help 
methods, other scientific interventions or even improving 


their clinical skills. 


x Lack of satimunication among NGO’s 


Voluntary agencies mostly rural based, pioneering several 


genuine people oriented programmes have shown qualitative 


changes in health care: But they fail to. Share their 


experience, resources and information among themselves’ and 


Wen .other governmental agencies - prevents them from 


effective net-working for Health Action. 


17. PHC's lacking credibility 23 


Doc , ; ; 
tors and staff with Similar qualifications working in 


PHC.’ ete 
HC’s get lessor Credibility and acceptance than their 


counterparts district. or Taluk hospitals and people 
Straight away approach institutions in the top hierarchy 


making the scope of PHC services limited. 


IDENTIFYING FUTURE CHALLENGES AND PRIORITIES IN THE FIELD 


OF HEALTH CARE 


DEMYSTIFICATION OF HEALTH 

People have the wrong notion of health that, it is drug + 
diseases + Doctor. There is a very wide inequality of 
information between doctors and patients. One of the urgent 
necessities is to demystify the meaning of health and to 
Over-come the professional dominance. The concept of health 
should be taken as physical fitness + employment + clean 
environment + food etc. This is a task which voluntary 
agencies, peripheral workers, health training instititions, 
people’s science movements and professional organisations 


can take up together or in their own. 


CRITICAL COOPERATION 
There can be two types of cooperation between NGO’s- and 


GoS-first being direct - to popularise universal programmes 


like MCH or UIP. There is a scope for direct propoganda to 


increase the awareness of people, to create an atmosphere 


and attitude for implementation. While on raising health 


issues, the cooperation should be critical - analysing the 


future impact of the issue on the people, hazards if any 


and after making an objective analysis cooperation can be 


extended. 


SOCIALISATION oF HEALTH INSTITUTIONS : a4 


Bven 40° to 50% of the weaker sections approach private 


hospitals. But most of these hospitals do not undertake 


promotive services - The process of socialisation should be 


in a manner where all services are restructured so that 


hospitals become People’s health centres. 
MAKING AVAILABLE UPDATE AUTHENTIC HEALTH DATA 
LLL Lae, ee aa aS ee cmaeee emma cere ee ee 


Providing updated health statistics needs careful recording 
of data at the peripheral level as well as the district 
centres which should collect data from all subordinate 
units both governmental and non governmental and to be 


given to the directorate of Healths. 
FORMATION OF DISTRICT LEVEL BODIES 


Formation of district level bodies to augment resources and 
enlist participation of voluntary agencies working. While 
doing so giving whole responsibilities to the doctors alone 
or to the politicians alone is equally dangerous. Local 
health groups which can provide critical cooperation and 


those who have experience in working with people should be 


given a prominent role. 
BETTER MANAGEMENT PRACTICE AND CONTINUING EDUCATION 


Urgent necessity to improve the working of health services 
is restructuring management with adequate provisions for on 


going evaluation and monitoring, providing for sustaining 


the motivation of the work force. Also opportunities are to 


be provided by both Government and cooperating agencies for 


continuous education to all health workers including 


professionals incorporating all systems of medicine & non- 
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drug therapies against a Wholistic background, 


HEALTH AGENCIES As TEAM LEADER 


ee A LEADERS 


To have ~ ; 
em OvVer~all: guidance and supervision, agencies in 


health development Should take a lead role - coordinate 


themselves with Government and other non-governmental 


Organisations, prepare themselves and the common people for 


health action. Education and motivation should be the prime 


tasks. 
GUIDELINES OF FUTURE COURSE OF ACTION 
ERE UF ACTION 


Establish data base for formulation of health plans 


x Grassroot involvement of peoples representatives in 
health planning-approach should be participative - 
local, taluk & district level consultation/facilita- 


ting teams or forums. 


x More plan allocation for primary health care progra- 
mmes. 
x Specific plan for health education and motivation 
* Training of workers, professionals on self help 
methods, appropriate technologies and provision for 


continuing education 


x Research for health planning - monitoring, evaluation, 


analysing data and developing strategies for health 


development. 
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Eaet of Participants attended National Health Policy Meeting 
on 30th August ae v0 IMG Hall, Thiruvananthapuram 
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Smt. Thresiamma Mathew, 
Programme Officer, 
Health Education, 

SEU, 

Kerala Water Authority, 
Trissur. 
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Programme Officer, 
Health Education, 

SEU; 
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Co-ordinator, 

Resource Group for Health Management, 
IGM, 

Thiruvananthapuram. 


Mr. Jacob, 

Programme Officer, 
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District Medical Officer of Health 
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District Medical Officer of Health 
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ae DE - Santhakumari Amma, 


Professor, 
Community Medicine, 
Medical College, 
Trissur. 


4, Sra J. Johnson, 
Lecturer in Health Education, 
Medical College, 
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Asst. Professor, 
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Medical College, 
Kozhikode. 


6. Dr. P. Gopakumar, 
District Medical Officer of Health, 
Thiruvananthapuran. 
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Director of Health Services, 
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LO bre ElLeie Philip, 
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Director Of Health Services, 
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Thiruvananthapuran. 


Be Elsie Philip, 
Retired Paediatrician, 
Medical College, 
Thiruvananthapuran. 


Pe, PS, Ramakrishnan, 


District Medical Officer of Health, 
Pathanamthitta. 


Des S.. Hariharan, 

Professor, 

Medical College, 

Thiruvananthapuran. 

PARTICIPANTS FROM THE NON=GOVERNMENTAL SECTOR 
Smt. Helena Judith, 

Lecturer, 

Loyolla College, 

Thiruvananthapuran. 


wet.” Le yi Mandavathil, 
Project Officer, 
Swasraya Community, 
Development Project, 
KVMS Hospital, 
Ponkunnam. 


Sri. Rehu Panickar, 
Project Officer, 
Swasraya Community, 
Development Project, 
KVMS Hospital, 
Ponkunnam. 
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FOLLOW-UP WORKSHOP ON NATIONAL 
HEALTH POLICY 


Thursday, 30th August 1990 


Mee Pose Menagement) in Goverment Barten uli) 
Thiruvananthapuram 


ernment Barton Hill, 


Coordinated by 
Kerala Voluntary Health Services & VHAI, NEW DELHI. 


PROGRAMME 
w450 AM Registration of Delegates 
Pie 30 AM Inaugural Session 
Welcome Sri. Jose Varghese, Executive Officer 


Kerala’ ¥.8.S. 


Presidential Address : Sri. P.R.: Rajagopal 
President, Kerala VHS 


Pmeroduction to the theme : Sri. Alok Mukhopadhyay, 
Executive Director, VHAI. 
Adviser - Health Affairs, 
Planning Commission. 


Theme Presentation I 
Review of the status of Primary Health Care 
Services in Kerala. 
Dr. K. KESAVAN, Director of Health Services. 


Theme Presentation Il 

Low Mortality - High Morbidity syndrome in 
Kerala Ways and Means of Improving Quality 
of Health. 

DR. C.R. SOMAN, Professor of Nutrition, 
Medical College, Thiruvananthapuram. 


Theme Presentation III 

| Mobilizing People’s Resources for Health 
DR. S. JOSEPH, Director, Project PRACHAR, 
Kangazha. 


Theme Presentation IV 
Management of Primary Health Care Services 


DR. OOMMEN PHILIP, Asst. Professor, IMG, 
Thiruvananthapuram. 


Presentation V 
i Rehabilitation Services and strategies and 


role of Voluntary Organisations. 
DR. oN HARIHARAN, Professor of Physical 
Medicine, Medical College, Thiruvananthapuram. 


Ce ii eo a ody In - depth discussions in groups 
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Fao a . Presentation of Group Findings 
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Moderator DR. K.J. MATHEW, Head, Community Medicine, 
Medical College, Kottayam. 


Groups general response to the findings and 
Formulation of recommendations for follow-up. 
DRewB.s< EKBAL. KSSP, Kozhikkod. 


Chairman DR. P. S. SUDHASANAN, Director of Health 
Services (IPP, FW) 


Vote of Thanks Sr. Eliza Kuppazhackal, Secretary, Kerala VHS. 
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